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Medical errors during surgery are usually under-reported and not well studied. During the past decade,
increased interest in medical malpractice has been shown by both the public and the authorities. A particularly
high risk of medical errors is seen in emergency settings, unexpected change in procedure, or in patients
with a high body mass index. Visually or acoustically controlled monitoring before wound closure are
recommended to eliminate human error as thoroughly as possible. Prevention remains the key to solving
the problem. [Asian J Surg 2008;31(3):148–50]
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Introduction
Retained foreign body in the abdominal cavity following
surgery is a continuing problem. Despite precautions
being taken, the incidence is grossly underestimated.1
There has been increasing interest in medical malpractice
in the last decade shown by both the public and the author-
ities. Malpractice is likely to be considered if an adverse
event occurs shortly after medical intervention, but compli-
cations might lead to impairment or death of the patient
even years after surgical treatment.2 Patient outcome will
differ depending on the nature of the object left behind
and the individual patient’s situation. Here, we present an
interesting case where a 15-cm forceps was left in the
abdomen and the patient presented with life-threatening
gut gangrene 2 years after surgery.
Case report
A 46-year-old obese woman presented to the emergency
room with acute abdomen. On examination, she was tachy-
cardic (108/min) and tachypnoeic (20/min) with cold
periphery. Per-abdominal examination revealed abdominal
distension, marked rigidity and no audible bowel sounds.
Peritonitis was diagnosed, and exploration after resusci-
tation was planned. Blood tests showed leucocytosis with
shift to left, blood urea 80 mg% and sugar 130 mg%.
Abdominal X-ray revealed dilated gut loops with multiple
air–fluid levels and a 6-inch artery forceps (Figure 1). The
patient gave a history of hysterectomy for dysfunctional
uterine bleeding 2 years previously in a private hospital.
She was on regular follow-up and had a history of on-and-
off abdominal pain. She had been given analgesic and
antispasmodic for this without further investigation.
On exploration through the previous midline scar,
about 2 L of dark and foul-smelling fluid gushed out.
Further exploration revealed a 6-inch Kocher’s forceps in
a locked position holding the right corner of the vaginal
cuff. The two rings of the forceps were occupied by omen-
tum. Part of the small gut passed through the triangular
space between the two shafts of the locked forceps and
was gangrenous (Figures 2 and 3). Resection of about
15 cm of gut with anastomosis was done (Figure 4) and
the patient recovered uneventfully.
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Discussion
The number of foreign bodies left behind in patients after
surgical procedures is presumably higher than reported
in the literature. According to US insurance statistics, the
incidence amounts to 1 in 1,500 surgical procedures.3 As
a basic principle, and also from a legal perspective, it is
necessary to determine if a foreign body was left in situ
accidentally or simply forgotten. In 70% of cases, fabric
items are left behind, while the remaining 30% are metal
objects.3 Patient outcome differs depending on the nature
of the object left behind and the individual patient’s situ-
ation. Usually, metal items will cause more acute clinical
symptoms at an earlier time after the operation. Fabric
items will tend to induce, in the absence of contamina-
tion, a chronic progression of symptoms over several
years. Preoperative diagnosis is usually made using plain
abdominal X-ray, ultrasonography and computed tomog-
raphy (CT). CT seems to be the most promising tool 
to diagnose fabric foreign bodies.4 However, apart from
Figure 1. Plain abdominal X-ray shows the metallic foreign body.
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Figure 3. Line diagram demonstrating the intraoperative finding.
Figure 2. Intraoperative finding of the retained foreign body. Figure 4. The resected specimen and retrieved forceps.
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radio-opaque markers, there are no specific signs for sur-
gical sponges on CT as abscesses and haematoma can be
confused with fabric. It is estimated that in a typical large
hospital, there will be at least one case of retained sponge
or instrument a year. Regardless of how retained sponges 
or surgical instruments are discovered, when recognized,
they must be removed.3
While the practice of sponge instrument counts is a
time-honoured and simple preventative measure, it is
heavily dependent on human performance and is thus
subject to human error. Various factors responsible for
postoperative retained foreign bodies include emergency
surgery, high body mass index, unplanned change in the
surgical procedure, multiple surgical teams involved in
the operation, number of major surgical procedures, and
incorrect instrument/sponge count. On multivariate
analysis, the factors that were associated with an increased
risk of retention of a foreign body were total number of
major procedures performed and incorrect count.4 Patient
safety in the operating room is of high priority, and count-
ing procedures contribute to minimizing the potential
risks for patients, especially in preventing retained, unin-
tended foreign bodies. In most case reports of retained
foreign bodies, data on counts before completion of the
surgical procedure are unavailable. In our case, there was
neither any record about the type of surgery done nor any
evidence of counts being performed at the time of surgery.
Civil and criminal processes against physicians due to
retained foreign bodies following surgery are not uncom-
mon within the framework of the booming liability dis-
putes in hospitals. Precautionary measures in terms of risk
management must be established and strictly respected,
especially in high-risk settings.
Retained foreign bodies, despite being rare, present a
very serious problem to the patient when they do occur.
Identification of risk factors using case-control analysis
should influence operating room policy and reduce these
types of errors.
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